Abstract
sites in Gauteng, five in Eastern Cape and one in Free State. Logistical considerations in terms of transportation and accommodation costs dictated the selection of sites and provinces for screening. These were situated mainly within urban and semi-urban settings; rural settings were not included due to a lack of resources and the large geographical distances that would have needed to be covered. Venues with greatest exposure to the public such as shopping malls, church halls, community centres, wellness centres and schools were selected for the screenings. Community newspapers and radio stations, and the HSFSA website (www. heartfoundation.co.za) were used to raise awareness of the screening sessions. About 85 participants were screened per day with the screenings conducted in local languages including Xhosa, Zulu, English and Afrikaans.
Data collection
Nursing professionals who conducted the fieldwork received about two weeks of intensive training, including post-training assessments of their knowledge. The team consisted of 12 nurses with three conducting each screening session.
Adult volunteers who presented at the testing sites provided written informed consent to be screened and completed the HSFSA's "Cardiovascular Health Check" form. Self-reported data collected included demographic profiles, relevant personal and family medical history, intake of fruit and vegetables, and foods high in salt and fats, and history of physical activity levels, smoking and alcohol use.
Clinical assessments included blood pressure (BP) and anthropometric measurements. Using an appropriately sized cuff and with the participant seated and relaxed, BP was taken twice using an Omron M2 digital monitor. Participants wore light clothing and stood barefoot to determine their weight to the nearest 0.1 kg and their height to the nearest 0.1 cm. A regularly calibrated portable scale and a stadiometer were used to obtain the respective measurements.
Point-of-care biochemical assessments for random blood glucose (RBG) and total cholesterol levels were conducted using an Accutrend glucometer and an Accuchek Active machine, respectively.
Definitions
Participants were categorised according to the previously defined official South African population groups. In 2013, this comprised 79.8% black African, 9.0% coloured, 8.7% white and 2.5% Indian [10] .
Cardiac illness, either personal or family medical history, was defined as having a heart attack, angina, cardiac surgery or any other cardiac problems. An early onset cardiac problems or stroke described a paternal or maternal history of cardiac illness or stroke before the age of 55 years or 65 years, respectively.
Hypertension, diabetes, hypercholesterolaemia and adiposity were defined using standardised, international cut-off values [11] [12] [13] [14] . Categories of adiposity were determined using BMI, calculated as the individual's weight in kilograms divided by their height in metres squared (kg/m 2 ). Overweight was defined as 25-29.9 kg/m 2 , obesity as !30 kg/m 2 and underweight as <18.5 kg/m 2 [14] . Using the average of the two BP readings, hypertension was defined as systolic BP !140 mmHg and/or diastolic BP !90 mmHg or the use of antihypertensive agents [11] . A history of known diabetes or RBG !11.1 mmol/l were considered suggestive of diabetes [12] while RBG 7.0-11.0 mmol/l was classified as impaired glycaemia. A total cholesterol !5 mmol/l defined hypercholesterolaemia [13] . Diabetes and hypercholesterolaemia medication history were not collected and, therefore, are not included in the definition of these conditions.
Data analysis and statistical interpretation
Data were analysed using Stata version 14 (StataCorp., College Station, TX, USA). Associations between population groups (Tables 1 and 2 ), BMI categories (S1 and S2 Tables) and demographic factors, lifestyle behaviours, food intake and self-reported medical history in men and women were explored using the chi-square test or Fisher's exact test where applicable. Differences in mean BP, RBG and total cholesterol levels across population groups and BMI categories were explored using ANOVA. A univariable logistic regression was performed for each variable (age, province, family and personal medical history, diet relating to fruit and vegetable, salt and fat intake, physical activity, smoking, alcohol misuse, adiposity, and gender and population group where relevant) to determine the effect on the odds of hypertension, diabetes and hypercholesterolaemia by population groups and gender. Variables with a p-value of 0.05 from the univariable analyses were then used to construct the multivariate models for each population group and gender. The results for gender, population group and BMI category are presented as odds ratios (ORs) with the corresponding 95% confidence intervals (CIs). Results were considered significant for p <0.05. For the variable population group, "white" was used as the reference to allow for comparability with international studies. There was an additional category for population group titled 
Results

Distribution of CVD risk factors in men and women
Among the 7711 participants, 2488 men and 5223 women, mean ages were 47.6 years and 48.6 years, respectively, with White and Indian men and women significantly older than their black African and coloured counterparts (Table 1 ). There were significant differences in lifestyle risk factors across population groups in both men and women. Smoking was most prevalent in Indian men (30.1%) and coloured women (23.4%). Alcohol use was most common in white (50.5%) and black African (48.7%) men, and in white women (39.3%). Black African men and women were most likely to consume high fat and salt diets compared with their counterparts.
Obesity levels were higher in women than in men (43.7% vs. 25.7%, p<0.001) (S1 Table) . By population group, obesity was most prevalent in coloured men (32.5%), and in black African (58%) and coloured (47.2%) women compared with their counterparts (Table 2) .
Unsurprisingly, the prevalence of hypertension, diabetes and hypercholesterolaemia increased across BMI categories in both men and women peaking in the obese, except for hypercholesterolaemia in women, which was highest in overweight women (S2 Table) . That the lowest hypertension prevalence by population group was in black African men (43.5%) and women (42.1%) may partly be due to their younger mean ages (Table 2) . Notably, black African men (40.4%) and women (55.9%) with hypertension were least likely to be on hypertension medication compared with their counterparts (p <0.001 for both). However, although Indian men and women with hypertension were most likely to be treated, they were least likely to be controlled on treatment (41.1% and 39.5%, respectively) but this was not significantly different in men. Management of diabetes was also poor among those with known diabetes. Indian men and women with known diabetes had significantly lower levels of RBG <7.0 mmol/l (23.8% and 31.5%, respectively) than their counterparts.
Distribution of cardio-metabolic diseases by BMI category and population groups
Within all BMI categories there were significant differences in the prevalence of diabetes, hypertension and hypercholesterolaemia by population groups (p<0.05) (Fig 1) . Across BMI categories, the prevalence of diabetes and hypertension generally increased by population groups. Both were the highest in Indians; diabetes peaked in the overweight (33.3%) while hypertension peaked in the obese (70.4%).
The prevalence of hypercholesterolaemia was higher in participants with BMI !25 kg/m 2 , compared with BMI <25 kg/m 2 , in all population groups except in Indians (Fig 1) . Hypercholesterolaemia prevalence was highest in whites across all abnormal BMI categories peaking in the overweight (49.3%) and obese (48.5%).
Associations of cardio-metabolic diseases with gender, population group and BMI category
The adjusted regression models that illustrate the associations of population groups and BMI with cardio-metabolic diseases by gender are presented in Table 3 . Compared with white men and women, their black African, coloured and Indian counterparts were significantly more likely to have diabetes, with the odds the highest for the Indian men (OR: 4.38, 95% CI: 2.65-7.26) and women (3.64, 2.50-5.32). The odds for hypertension was only significantly higher in coloured compared with white men (1.37, 1.02-1.83), while it was significantly higher in women of all population groups compared with white women; the odds were highest in Indian women (2.38, 1.80-3.13). The odds for hypercholesterolaemia was significantly lower in black African men and women compared with their white counterparts, while it was significantly higher in Indian (1.47, 1.05-2.08) compared with white men.
Compared with normal weight, overweight and obesity in men and women were significantly associated with diabetes and hypertension. However, obesity, but not overweight, was significantly associated with hypercholesterolaemia in both men and women.
The adjusted regression models that illustrate the associations of gender and BMI with cardio-metabolic diseases by population groups are presented in Table 4 . Women compared with men were less likely to have diabetes but this was significant only for black Africans (0.64, 0.46-0.89). Black African, coloured and white, but not Indian, women were significantly less likely to have hypertension compared with their male counterparts. In contrast, the odds for hypercholesterolaemia were higher in coloured (1.44, 1.16-1.80) and white (1.47, 1.18-1.84) women, compared with their counterparts. There were no significant gender differences with hypercholesterolaemia for black Africans and Indians.
Compared with normal weight, overweight was significantly associated with diabetes in Indians only (1.79, 1.28-2.52), while obesity was associated with diabetes in black Africans (2.47, 1.54-3.97), coloureds (2.04, 1.28-3.23) and whites (2.9, 1.72-4.88). Overweight and obesity, compared with normal weight, were significantly associated with hypertension in black, coloured and white populations. In Indians, however, obesity (2.77, 1.93-3.96) but not overweight (1.35, 0.98-1.84) was significant.
A generally linear pattern was observed for the association between hypercholesterolaemia and BMI category in black Africans and whites while there was no discernible pattern in Indians or coloureds. Compared with normal weight participants, the odds for hypercholesterolaemia 
Discussion
This study is the first in 3-4 decades, to our knowledge, to examine and compare the risk for the cardio-metabolic diseases of diabetes, hypertension and hypercholesterolaemia across and within the historically defined four South African population groups. Additionally, this study enables a comparison with not only white populations, as is common in the literature, but also across black African, coloured and Indian populations. Furthermore, it provides insights on the differential risks for these cardio-metabolic diseases across and within gender categories, and explores the influence of adiposity on the risk for cardio-metabolic diseases by population group and gender.
Diabetes
Black Africans, coloureds and Indians had a higher risk for diabetes compared with whites, which accords with the global literature. People of African and South Asian ancestry consistently display a greater risk for diabetes when compared with Europeans [1] . Many studies have shown greater insulin resistance in black Africans [15] and Indians [3, 16] , and higher insulin release to maintain normoglycaemia in black Africans compared with whites [15] , which likely contributes to their greater susceptibility to diabetes.
Furthermore, Indians have an unfavourable fat distribution compared with other populations [3, 4] . They have a propensity for greater visceral fat accumulation, which is more closely linked to insulin resistance and diabetes [17] , and a higher body fat percentage for the same BMI level, age and sex compared with whites and some other population groups [4, 18] . Consequently, people of Asian origin tend to develop diabetes at lower BMI levels compared with other population groups [17] [18] [19] . This is likely the reason for the greater diabetes risk in Indians demonstrated at a lower BMI threshold in this study; overweight was significantly associated with diabetes in Indians but not in the other population groups. The odds for diabetes was highest in Indians compared with the other population groups (4-fold higher vs. 2-2.5-fold higher). Interestingly, this was comparable with Asian Indians in the United States who had a 4-5-fold age-and-BMI adjusted odds for diabetes compared with non-Hispanic whites [20] .
Black African women had significantly lower odds for diabetes compared with their male counterparts. This may be due to the differential body fat distribution in men and women, with men having more abdominal and visceral fat accumulation, which is closely linked to insulin resistance. Women have greater peripheral fat deposition, which, in contrast to visceral fat, is associated with improved insulin sensitivity [21] , and was protective for diabetes, as reported locally [22] .
Hypertension
The odds for hypertension were significantly higher in coloured compared with white men, while the prevalence of obesity, a key hypertension risk factor, was the highest in coloured compared with other men. Therefore, obesity may play an important role in the development of hypertension in coloured men.
The odds for hypertension in black African and Indian men were not significantly higher than that for white men. This was surprising because hypertension is known to be more prevalent in black Africans and South Asians compared with whites [1] . However, the much lower obesity levels in Indian (17.6%) compared with white men (28.6%) in this study may partly account for the absence of a greater risk for hypertension in the former.
In women, the odds for hypertension were higher in black Africans, coloureds and Indians compared with whites. The much higher obesity levels in black African (58%) and coloured women (47.2%) compared with white women (27.1%) may account for their greater hypertension odds. Indian women, however, had similar obesity levels (29.9%) compared with white women but had the highest odds for hypertension by population group. Furthermore, hypertension prevalence was high in underweight (46%) and normal weight (52.5%) Indians, which highlights the multi-factorial aetiology of hypertension in this population.
Black African, coloured and white, but not Indian, women were significantly less likely to have hypertension compared with their male counterparts. Globally, the trends for hypertension by gender are inconsistent with some studies showing a higher prevalence in either gender or others reporting no difference [23] . Systematic reviews, including those that focused on Africa, reported comparable hypertension prevalence in men and women [24] [25] [26] [27] ; some with an insignificant male preponderance [25] [26] [27] . Studies in South Africa reported a similar to slightly higher hypertension prevalence in women compared with men [28] [29] [30] [31] .
Hypercholesterolaemia
Black African men and women were significantly less likely to have hypercholesterolaemia compared with their white counterparts, which accords with reports from other South African studies [32, 33] and internationally [1] . Although black Africans exhibited a lower risk for hypercholesterolaemia compared with other population groups and have demonstrated athero-protective lipid profiles in the past [33, 34] , more recent evidence points to worsening lipid profiles in urban black Africans [35] . The significant association of obesity with hypercholesterolaemia and the rising hypercholesterolaemia prevalence by BMI category in black Africans supports the influence of unhealthy lifestyles and ensuing obesity in the development of the condition in this population.
Obesity was significantly related to hypercholesterolaemia in men and women, consistent with the positive association of BMI with raised total cholesterol in the Heart of Soweto study [33] . Nevertheless, by population group, the association of obesity with hypercholesterolaemia was significant only for black Africans and whites. The absence of an association between adiposity and hypercholesterolaemia in coloureds and Indians in this study suggests a multi-factorial aetiology in the development of lipid abnormalities and may require further investigation. Interestingly, Seedat and colleagues also noted no association between obesity and hypercholesterolaemia in Indian South Africans [36] .
Indian men had the highest odds for hypercholesterolaemia with a 47% greater risk than that for white men. This accords with the Heart of Soweto study where the odds for hypercholesterolaemia was highest for Indian ethnicity [33] . Furthermore, Norman and colleagues reported the highest cholesterol attributable mortality rates in Indians, followed by whites and then coloureds in South Africa [32] .
The strengths of this study include the large number of participants and that few individuals across all population groups in this cohort were likely to be migrants allowing for a robust comparison of the data. Moreover, this is one of few studies conducted nationally to compare cardio-metabolic diseases across all four population groups. Despite this being a convenience sample and the absence of rural residents, both limitations of this study, the large number of participants provides a unique opportunity allowing for comparisons across and within population groups and gender categories. Another limitation is the cross-sectional study design which precludes any causal associations with the cardio-metabolic diseases. That RBG levels were used to diagnose diabetes without determining the presence of hyperglycaemia related symptoms could have overestimated the prevalence of diabetes in this sample.
Conclusions
The cardio-metabolic diseases of diabetes, hypertension and hypercholesterolaemia were differentially associated with population groups and gender in South Africa, as well as with adiposity within some of these subgroups. In particular, compared with their counterparts, Indian men had the greatest risk for diabetes and hypercholesterolaemia, while Indian women had the highest odds for diabetes and hypertension. Black African men and women had the lowest likelihood for hypercholesterolaemia compared with their counterparts. Adiposity was generally associated with these cardio-metabolic diseases by gender and population groups, except for hypercholesterolaemia in coloureds and Indians.
Future research could identify the modifiable behavioural risk factors that differentially influence the development of cardio-metabolic diseases in these populations. This will enable the development of culturally tailored prevention strategies and may contribute to better management of CVDs in the disadvantaged South African populations. 
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